I[NTRODUCTION]{.smallcaps} {#sec1-1}
==========================

Epidermoid tumors are benign cysts consisting of keratin lined by epithelium. These lesions are common within the cranium but are rarely seen in the spine. The first description of epidermoid cysts was given by Cruveilhier in 1835. He described them as "tumor perlees" (pearly tumors). Hans Chiari first described intramedullary epidermoid cyst in 1883.\[[@ref1]\] Forty-seven cases of intramedullary epidermoid cysts were reported between 1883--1992.\[[@ref2]\] These cysts can be congenital or acquired.\[[@ref1]\] Congenital epidermoid cysts are usually associated spinal dysraphic states such as syringomyelia, dermal sinus or spina bifida. Acquired epidermoid cysts occur due to penetrating procedures such as myelography or lumbar puncture.\[[@ref3]\]

C[ASE]{.smallcaps} R[EPORT]{.smallcaps} {#sec1-2}
=======================================

A 6-year-old female child presented to us with complaints of the weakness of both the lower limbs for 5 months, insidious in onset, gradually progressive in nature with rapid deterioration for 4 days. The child does not complain of fever, bowel, and bladder disturbances. The parents denied a history of trauma or repeated lumbar punctures. There was no evidence of spinal dysraphism on clinical examination. The child had motor deficits (Medical Research Council Grade 1) but no sensory deficits of lower limbs.

Magnetic resonance imaging (MRI) shows an intradural intramedullary cystic lesion of 4.9 cm × 1.1 cm size at D9 to D12 region, which was hypointense on T1W1, hyperintense on T2W2 and showing restriction on diffusion-weighted imaging and peripheral enhancement at the proximal and distal areas of cyst on contrast scan \[[Figure 1](#F1){ref-type="fig"}\].

![Magnetic resonance imaging shows an intradural intramedullary cystic lesion of 4.9 cm × 1.1 cm size at D9 to D12 region, which was hypointense on T1W1, hyperintense on T2W2](JNRP-10-352-g001){#F1}

The patient underwent D9 to D12 laminectomy and excision of the cystic space occupying lesion followed by watertight closure of dura mater. The patient recovered well, without any postoperative deterioration. Excised specimen was sent for histopathological examination which revealed stratified squamous epithelium of keratinizing variety suggestive of epidermoid cyst \[[Figure 2](#F2){ref-type="fig"}\]. At 3 months of follow-up, the child showed improvement of the weakness of lower limbs.

![Histopathological image showing stratified squamous epithelium of keratinizing variety suggestive of epidermoid cyst](JNRP-10-352-g002){#F2}

D[ISCUSSION]{.smallcaps} {#sec1-3}
========================

Intraspinal epidermoid cysts can be classified into extradural, intradural-extramedullary, or intramedullary. Of all these locations, the intradural intramedullary variants are rare. Epidermoid cysts are more common in the thoracic spine followed by lumbosacral region. They usually present with nonspecific symptoms ranging from progressive paraparesis to sphincter disturbances. Total surgical excision is the procedure of choice but complete resection may not be possible because of adherence of its capsule to the spinal cord or nerve roots.\[[@ref3]\]

Epidermoid cysts are benign tumors filled with keratin and lined by stratified squamous epithelium. Only 80 cases of intramedullary epidermoid cysts have been reported till date.\[[@ref2]\] They account for \<1% of all the intraspinal tumors.\[[@ref3]\] Epidermoid cysts may be congenital or acquired. Congenital epidermoid cysts are associated with spinal dysraphisms whereas acquired cysts may be seen after repeated lumbar punctures.\[[@ref4]\]

Symptoms arising from spinal epidermoid cysts depend on the level of involvement. Signs and symptoms are usually neurological such as progressive paraparesis, sensory loss, urological manifestations, and leg pain. The patients present usually during early or middle-adult life due to slow growth of the lesion leading to delayed diagnosis.\[[@ref5]\] MRI the is commonly used in the diagnosis of spinal epidermoid cysts. T1- and T2-weighted signal on MRI varies from hypo to isointense. Occasionally, hyperintense signals may be seen on T2-weighted images.\[[@ref6][@ref7]\] Diffusion restriction is common with epidermoid cysts and is helpful to differentiate the epidermoid cysts from the arachnoid cysts.\[[@ref8][@ref9]\] In the histopathological specimens, the epidermoid cyst consists of a stratified squamous epithelium lining supported by an outer layer collagenous tissue. Progressive desquamation of keratin from the outer epithelial lining into the cyst produces a soft white material within it.\[[@ref10]\]

Asymptomatic epidermoid can be managed conservatively, but those with symptomatic progression and radiological images showing compression of neural elements should be surgically excised. Complete resection of the cyst is ideal to avoid recurrences.\[[@ref11]\] Sometimes, if the capsule is tightly adherent to the surrounding tissue, any attempt to remove the lesion completely may result in neurological deficits. Hence, total resection is usually not possible in most of the cases. Prognosis is good, and recurrence depends on the magnitude of the resection.\[[@ref12]\]
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